Introduction
Release of the pelvifemoral musculature for relief of pain in osteoarthritis of the hip was introduced by Voss (1956) . In his original operation he performed a fasciotomy of the iliotibial tract, a basal osteotomy of the greater trochanter, and a wide subcutaneous adductor tenotomy. This was quite an extensive procedure and O'Malley (1959) suggested that release of the iliopsoas muscle was a more important factor. Layani, Cordier, Garnier, Roeser, and Paquet (1959) injected 1% lignocaine into various sites of proposed muscle division and found that the greatest relief of pain occurred from injection around the insertion of the iliopsoas. They followed this with a clinical trial of osteotomy of the lesser trochanter added to the Voss procedure (Cordier, Layani, and Gamier, 1960) . Their series included four cases of protrusio acetabulae with complete relief of pain.
Following this work a prospective clinical trial was started by Mr. J. N. Wilson in 1961. Osteotomy of the lesser trochanter was performed for cases of painful arthritis of the hip, both'osteoarthritis and rheumatoid arthritis. We have not found any previous report of an operation of this nature for rheumatoid arthritis, which is the main subject of this communication.
Operation and Aftercare
The patient, under general anaesthesia, is placed in the lateral position with the affected hip uppermost. A vertical incision 10 cm. long is made just medial to the posterior surface of the great trochanter and upper part of the shaft of the femur. This incision resembles the lower part of Austin Moore's posterior approach to the hip joint. The fascia lata is divided in the line of the incision. The lower limb is rotated inwards as far as possible and the quadratus femoris is divided near its insertion with diathermy. This muscle is retracted medially, exposing the lesser trochanter, which is * Orthopaedic Registrar. 
Results
The results have been analysed in three groups, according to the aetiology. The results were assessed by considering relief of pain, functional activity, movement of the hip, and radiographic appearances.
Relief of pain.-Pain was the main reason for operation. The relief of pain has been classified into complete relief, partial relief, and no relief (Table I) . Patients with complete relief were free from pain from the time of operation to follow-up. Those with partial relief were initially pain-free and then had recurrence; the average time of recurrence was one year after operation. In the two cases of rheumatoid arthritis pain recurred at 12 and 14 months; this pain was less than before operation and neither patient felt that further treatment was necessary. Table III. Radiographic Appearances.-A radiograph was taken in all cases at the time of follow-up. In the assessment of osteoarthritic hips, any change in the joint space, bone sclerosis, osteophyte formation, and cystic appearances were noted. The assessment of radiographic changes in rheumatoid arthritis is, of course, very difficult, and we had to record a general impression open to inaccuracy (Table IV) .
In 21 of the 48 hips the radiograph on follow-up showed reattachment of the lesser trochanter. This did not appear to influence the results with regard to relief of pain (Table V) . (Fig. 2 ). There were radiographic changes in the hands the latex fixation test was positive, and the sedimentation rate by the Westergren method was 79 mm. in the first hour. There was complete relief of pain after the operation (Fig. 3) , and at the patient's request the right side was treated in the same way in 1967, again with complete relief of pain (Fig. 4) . Before her operations this patient could walk only a few steps, but at the time of writing she could walk 400 metres and do her own shopping.
Case 2.-A married woman of 56 presented in 1962 with a long history of rheumatoid arthritis and of severe pain in the hip for one year with no relief from steroids, salicylates, and phenylbutazone. The hands were affected, the latex test was positive, and the sedimentation rate was 30 mm. in the first hour. Osteotomy of the lesser trochanter was followed by complete relief of pain. The patient was very pleased with the operation though our functional and radiographic assessment is rated as poor. Discussion This report aims to assess the place of a relatively minor operation for pain in the hip caused by osteoarthritis and rheumatoid arthritis. In osteoarthritis there was complete relief of pain in 40% and partial relief in 40% of cases, but 20% required further operation within three and a half years. These results compare reasonably favourably with the relief of pain reported from high femoral osteotomy by Osborne and Fahrni (1950) and Nicoll and Holden (1961) . We are not advocating this operation for osteoarthritis, but agree with Blount (1964) There is considerable feeling that high femoral osteotomy is not successful in cases of rheumatoid arthritis. This leaves the main alternative operations of cup arthroplasty and total hip replacement, both of which are major procedures. In our experience and that of Parsons (1969) total replacement in cases of active rheumatoid arthritis has a relatively high rate of complication. Most British surgeons now hesitate to perform total replacement in a young patient with rheumatoid arthritis. Osteotomy of the lesser trochanter, on the other hand, is a relatively simple and safe procedure which can be performed at any age. It does not prejudice the subsequent performance of total replacement.
We cannot explain why this procedure should be effective in cases of rheumatoid arthritis. The work of Layani et al. (1959) suggested that tension in the iliopsoas muscle could be an important source of pain in the hip, and, as already mentioned, four patients with protrusio acetabulae in his series had good results. Benjamin (1969) showed that double osteotomy (osteotomy of the lower femur and upper tibia) could cause regression of rheumatoid synovitis of the knee joint. We feel that for some obscure reason division of bone in the neighbourhood of the hip joint may cause a similar regression.
Introduction
The use of synchronized direct-current shock as described by Lown et al. (1962) is now generally accepted as an Effective way of dealing with most cardiac arrhythmias (Friedberg, 1966) . Where an arrhythmia such as atrial fibrillation is slow or is readily controlled by drugs, electrical conversion is an elective procedure, and its success, in terms of a prolonged or permanent return to sinus rhythm, is largely a matter of selection of patients. It is now clear that lasting success will be obtained only when the underlying cause of the arrhythmia has been removed, as after mitral valvotomy or the control of thyrotoxicosis. At the other end of the scale are rapid, uncontrollable tachycardias of ventricular or supraventricular origin, which are followed by obvious deterioration in the condition of the patient, with hypotension, pulmonary oedema, and disturbance of consciousness. Here electrical conversion is undertaken as a life-saving emergency procedure, and there is little difficulty selecting patients. We have been
